Background: Adult immigrants in Canada have a survival advantage over their Canadian-born counterparts. It is unknown whether migrants are able to transmit their survival advantage to their Canadian-born children. Methods: Neonatal and postneonatal mortality between the Canadian-born population and 12 immigrant subgroups were compared using 1990-2005 linked birth-infant death records. Age-at-death specific mortality rates and rate differences were calculated by nativity status and maternal birthplace. A chi-square statistic was used to compare group differences in maternal sociodemographic characteristics. Multivariate survival analysis was used to estimate the effect of maternal birthplace on neonatal and postneonatal mortality, net of maternal sociodemographic and infant characteristics. Results: Overall, immigrants had lower rates of neonatal and postneonatal mortality than the Canadian-born population. But the adjusted risk of neonatal mortality was higher for Sub-Saharan African (hazard ratio [HR] = 1.32; 95 % confidence interval [CI] = 1.05, 1.66), Haitian (HR = 2.29, 95 % CI = 1.90, 2.76), non-Spanish Caribbean (HR = 1.38; 95 % CI = 1.01, 1.89), and Pakistani (HR = 1.87; 95 % CI = 1.31, 2.68) migrants relative to Canadian-born women. There were fewer significant disparities in postneonatal death, with higher adjusted risks of mortality observed for Pakistani (HR = 2.67, 95 % CI = 1.77, 4.02) and Haitian (HR = 1.41, 95 % CI = 1.02, 1.97) migrants only. Conclusion: Inequalities in infant mortality are more concentrated in the neonatal period. Contingent on surviving the first 27 days after birth, the infants of most immigrants (except those from Haiti and Pakistan) have the same chances of survival as the infants of Canadian-born women. Improvements in prenatal care and access to postpartum care may reduce disparities in infant mortality.
Background
During the 1960s, 27 out of every 1000 live-born infants in Canada died before reaching their first birthday [1] . By 1990, the infant mortality rate (IMR; deaths per 1000 live births) dropped to 6.5 [2] and declined even further to 5.0 in 2007 [3] . Despite improvements in infant survival in Canada, substantial variation in infant mortality within its diverse population remains [4] . For example, 1991-2000 infant mortality rates for Inuit and First Nations people in Québec were four and two times higher than that observed for the non-Aboriginal population, respectively [5] . 1 An important characteristic that may stratify infants into different risk groups is mother's nativity status and, among immigrants, maternal country/region of origin (hereafter maternal birthplace). Yet, research to date has not investigated infant mortality among the offspring of immigrants relative to the children of Canadian-born women. The paucity of research is surprising given that approximately 22 % of all births annually in Canada are to immigrant women [6] .
Research on infant mortality in the United States (US) has consistently documented a survival advantage among the US-born offspring of immigrant women [7] [8] [9] . This survival advantage is part of a larger phenomenon known as the healthy immigrant effect, whereby international migrants are healthier than the native-born population in the receiving country [10] . Migrant selection processes at both the individual and state level are considered to be the underlying mechanisms behind migrants' superior health [11] . Positive health selection of migrants into a receiving country may occur because of immigration policies that directly or indirectly favor healthy individuals. For example, Canada's point system rewards migrants with host language skills, higher education, work experience, and other characteristics that will contribute to their success in the Canadian labor market [12] . These same individuals are more likely to be healthy because more educated and economically successful people command more resources which enable them to better manage health and illness [13] . Migrants' superior health may also be the result of self-selection processes wherein individuals who are robust enough to endure the journey are more likely to uproot [11] . The healthy immigrant effect has been documented for mortality among adults in Canada [14] [15] [16] . However, it remains to be seen whether or not migrants are able to transmit their survival advantage to their Canadian-born children.
The overall objective of this study is to compare neonatal and postneonatal mortality between the Canadianborn population and immigrants from diverse origin countries/regions using1990-2005 linked birth-infant death records. Given the healthy immigrant effect observed for adult migrants, the hypothesis is that infant mortality will be lower among the offspring of immigrants than the children of Canadian-born women. The influence of maternal sociodemographic characteristics on the association between maternal birthplace and neonatal/ postneonatal mortality is also evaluated. This paper contributes to the growing literature on migrant health in Canada by showing that the Canadian-born children of immigrants also have a survival advantage. However, migrant offspring's lower mortality risk varies across immigrant subgroups. The children of European, East/ Southeast Asian, and Latin American migrants have a clear survival advantage relative to the children of Canadian-born women, especially in the neonatal period. However, there are exceptions to this healthy immigrant effect, with the children of Haitian and Pakistani migrants being particularly vulnerable to death throughout infancy.
Methods

Data source and study population
Data are derived from the Canadian linked live birthinfant death file created by Statistics Canada through probabilistic linkage of birth and death registrations [17] . Details about the data linkage, including validity, have been published elsewhere [18] . The data consisted of 3,370,641 singleton live births occurring during the years 1990-2005 followed through the first year of life and linked with 14,411 deaths that occurred prior to the infant's first birthday. Access to the data was provided by Statistics Canada through a Research Data Centre (RDC) Pilot Project. Data were pooled across 16 years to enable analysis of infant mortality by nativity status over time and to produce sufficient sample sizes to assess variation in infant death across different immigrant subgroups.
Births to women residing in Ontario were excluded because of relatively large proportions of unlinked deaths in some birth cohorts, lack of universal birth certification, and poor data quality [17] . This strategy of omitting Ontario data from national estimates of infant mortality is consistent with prior research [3, 17, 19, 20] . Approximately 39 % of all births to women residing in Canada during the study period occurred in Ontario and 29 % of the Ontario births were to immigrant women (author's own calculations based on the 1990-2005 linked birth-death records for all provinces and territories). The exclusion limits generalization of the findings to all of Canada, especially since one-third of the total population resides in Ontario and the province is a major destination for immigrants [21] .
Births with missing information on mother's country of birth (N = 74,532; 2 %), maternal age (N = 324; <1 %), and infant sex (N = 179; <1 %) were omitted from the analysis. Consistent with prior research [3, 18, 20, 22] , births with weights under 500 g (N = 2228; <1 %) and less than 22 completed weeks of gestation (N = 178; <1 %) were deleted because survival of infants born before 22 weeks gestation or under 500 grams is rare [23] ; thus, exclusion of these births that are at the threshold of viability produces more conservative infant mortality rates that are comparable with national estimates published by the Public Health Agency of Canada [3, 18] .
Variables
The dependent variables are neonatal (0 to 27 days) and postneonatal (28 to 364 days) mortality. Age-at-death specific mortality rates were calculated because of different etiologies. Neonatal mortality is more strongly associated with the mother's biological endowment and complications during pregnancy and childbirth [7, 24, 25] . In contrast, exogenous environmental factors and maternal behavior play a more prominent role in postneonatal mortality because death during this period is more often associated with infectious diseases and accidents [26] .
Information on mother's country of birth, available on the birth certificate, was used to distinguish Canadianborn women (reference group) from foreign-born women and to further categorize the immigrants into 12 country/region of origin categories: US, North Africa, Sub-Saharan Africa, Haiti, the non-Spanish Caribbean (excluding Haiti) 2 , Latin America, Pakistan, South Asia (excluding Pakistan), West/Central Asia, East/Southeast Asia, Europe, and the rest of the world. These categories were determined based on United Nations 2013 world region classification [27] , similarities in origin cultures, and preliminary comparison of IMRs among select individual countries within each region for internal consistency (see Appendix for further details).
Group variation in infant and maternal characteristics may account for maternal birthplace differences in infant mortality. Therefore, adjustment for known determinants of infant mortality was made in multivariate analyses: infant sex (male, female), maternal age (<20, 20-24, 25-29, 30-34, 35 and older), parity (primiparous, multiparous and missing), and marital status (married, single, and other/missing). The reference categories for these covariates are female, 20-24, multiparous, and married, respectively. Infant mortality rates tend to be higher for boys than girls because of sex differences in genetics and biological endowments, making boys more vulnerable to disease [28] . Both very young and very old maternal age is associated with greater risk of infant death owing to more complications during pregnancy and childbirth [29, 30] . First births are associated with increased infant mortality because first-time mothers may be less experienced at child care and may have fewer resources to offer children compared to experienced mothers with older children [31] . Married status is associated with lower infant mortality because of a presumed protective environment for childbearing due to greater economic and social resources [32, 33] . Birth cohort is included as a control variable because infant mortality in Canada has shifted over time [2, 22] . Birth cohorts are disaggregated into four categories: 1990-1993 (reference), 1993-1997, 1998-2001, and 2002-2005 . Prior research has documented important regional variation in infant mortality in Canada [34] . Province was included in all models as a fixed effect to control for any unaccounted regional effects. The categories for province are Québec (reference), British Columbia, Prairies (Alberta, Manitoba, Saskatchewan, and Winnipeg), and Other (Atlantic provinces, Northwest Territory, Yukon, Nunavut). Finally, Québec is the only province that collects complete information on mother's education on the birth certificate, thereby permitting examination of education as a confounder in multivariate analysis (for Québec subsample only). Maternal education is a categorical variable corresponding to less than a high school education, high school certificate or equivalent degree, some college (including CEGEP 3 ), and bachelor degree or higher. Observations with missing information on mother's education (N = 118,475 or 11 % of the Québec analytical sample) were included as a fifth "missing" category.
Analytical strategy
Group differences in the distribution of maternal and infant characteristics were compared using χ 2 test statistics. Crude neonatal (NMR) and postneonatal (PNMR) mortality rates and 95 % confidence intervals (CI) were calculated for Canadian-born and foreign-born women and a nativity gap was generated for each birth cohort (Fig. 1) . The nativity gap is calculated as the difference between the Canadian-born NMR/PNMR and the foreign-born NMR/PNMR. Additional NMR, PNMR, and 95 % CIs were calculated by maternal birthplace and absolute and relative rate differences were computed to enable comparisons between each of the immigrant subgroups and the Canadian-born population ( Table 2 ). All mortality rates were calculated using live births in the denominator (as opposed to infants at risk).
Multivariate survival analysis was used to examine the association between maternal birthplace and infant death, net of maternal sociodemographic characteristics. In preliminary analysis, the proportionality assumption required for the Cox hazards model -the most popular regression method for analysis of time-to-event data [35] -was tested with Schoenfeld residuals and graphically examined with log (-log Survival) curves, for neonatal and postneonatal deaths separately [36] . These diagnostic tests revealed that the proportionality assumption applied to postneonatal but not neonatal deaths; hence, different survival analysis regression methods were used to estimate mortality risk in the neonatal and postneonatal periods. Weibull regression in the proportional hazard metric was used to estimate the association between maternal birthplace and neonatal mortality. The Weibull model is expressed as
where p, indicates the shape of the hazard function. For infant mortality, we would expect to see values of p < 1, indicating a decreasing failure rate over time [36] . The Cox proportional hazards model was used to estimate the association between maternal birthplace and postneonatal mortality. The Cox model is defined as:
where h 0 is the baseline hazard. For both Eqs. 1 and 2, x j is a vector of covariates with corresponding parameters β and t is time. The stcox and streg procedures in Stata 14 were used to produce hazard ratios (HR) and corresponding 95 % CIs [37] . The multivariate analysis was performed for all infants without stratification as well as separately for male and female infants. The stratified analysis investigated infant sex as a potential effect modifier of the association between maternal birthplace and neonatal/postneonatal mortality. As noted above, boys are more susceptible to infant mortality because of biological sex differences in disease vulnerability. However, sociocultural factors such as son preference may elevate infant mortality for girls relative to boys in some immigrant subgroups. For example, China and India are two immigrant-sending countries where son preference has been welldocumented [38, 39] . If son preference remains strong among these immigrants in Canada then this practice might translate into differential investment in boys and girls, which may in turn elevate the risk of female infant mortality. There is some evidence of continued son preference among some East and South Asian immigrant subgroups in Canada [40] [41] [42] .
Finally, additional multivariate analysis was performed on a subsample of women in Québec. The subanalysis sample was restricted to Canadian-born women and Haitian immigrants because the sociodemographic composition of the overall immigrant population in Québec is different from the rest of Canada [21] . Consequently, comparison of results for immigrants in Québec and the rest of Canada may be misleading. However, because 99 % of Haitian immigrants in Canada reside in Québec, some generalizations can be made based on Québec data. Weibull and Cox regressions were used to estimate the association between maternal birthplace (Haiti versus Canada) and neonatal and postneonatal mortality, respectively, net of mother's education and other covariates noted above.
Results
Descriptive results
Maternal sociodemographic characteristics by mother's birthplace are shown in Table 1 . Immigrant women had somewhat lower risk profiles than Canadian-born women. For instance, immigrants (76-98 %) were more likely to be married than Canadian-born women (57 %), except for Haitian (50 %) and non-Spanish Caribbean migrants (64 %). Delivery at a very young age (<20 years) was less likely in immigrant (1-6 %) than Canadian-born women (7 %). Immigrants also tend to be more experienced mothers, with higher proportions of multiparous mothers among migrants from the US (62 %), Sub-Saharan Africa (61 %), Haiti (63 %), non-Spanish Caribbean (61 %), Latin America (62 %), Pakistan (66 %), and Central/West Asia (65 %) than Canadian-born women (55 %). These favorable characteristics may explain why immigrant offspring have lower mortality than Canadian-born offspring and thus must be taken into account in the multivariate analysis.
Neonatal and postneonatal mortality rates by nativity status and birth cohort are depicted in Fig. 1 . The general trend is a decrease in infant mortality across successive birth cohorts for all women, regardless of nativity status. However, immigrants consistently had lower death rates than Canadian-born women. Moreover, the nativity gap was relatively stable over time for neonatal mortality (native-immigrant difference of either 0.3 or 0.4 deaths per 1000 live births per cohort). Notably, a statistically significant nativity difference in neonatal mortality was found only for the 1998-2001 cohorts. For postneonatal mortality, the nativity gap was relatively high for the earliest (1990-1993) birth cohorts, with a difference of 0.7 deaths per 1000 live births. But the gap diminished by 57 % over time, resulting in a difference of 0.3 deaths per 1000 live births for the most recent (2002) (2003) (2004) (2005) cohorts. There were statistically significant differences by nativity status across all birth cohorts in the postneonatal period. Table 2 shows the crude neonatal and postneonatal mortality rates, along with relative and absolute rate differences, by nativity status and maternal birthplace. Canadian-born women serve as the reference group for all comparisons. Overall, the neonatal death rate for immigrants was 16 % lower than the rate for Canadianborn women. Not all immigrant subgroups shared this foreign-born survival advantage, however. Compared to Canadian-born women, neonatal mortality rates for Haitian migrants were 116 % and higher. Non-Spanish Caribbean and Pakistani migrants also had higher crude NMRs than the Canadian-born population but differences were not statistically significant. As a group, immigrants' survival advantage extended to the postneonatal period as well. Survival during the postneonatal period was especially strong for immigrants from North Africa, Latin America, South Asia, East/Southeast Asia, Europe, and rest of the world, with mortality rates that were 38 % to 53 % lower than the Canadian-born rate. In contrast, Pakistani migrants stand out as a subgroup whose offspring are particularly vulnerable to postneonatal mortality, with a rate that is 71 % higher than the one observed for Canadian-born women. Table 3 shows the adjusted HRs and 95 % CIs from Weibull regression models showing the association between maternal birthplace and neonatal mortality, net of maternal age, marital status, parity, province of residence, birth cohort, and infant sex (non-stratified analysis only). The Weibull shape parameter, p, for the full sample and sex-stratified analysis is less than one, indicating a decelerated risk of infant mortality over time as expected. The results from the full sample analysis revealed substantially higher risks of neonatal mortality for the infants of Haitian (HR = 2.29; 95 % CI = 1.90, 2.76), Pakistani (HR = 1.87; 95 % CI = 1.31, 2.68), non-Spanish Caribbean (HR = 1.38; 95 % CI = 1.01, 1.89), and Sub-Saharan African (HR = 1.32; 95 % CI = 1.05, 1.66) migrants than comparable infants of Canadian-born women. The stratified analysis showed modest effect modification by infant sex. Among Haitian and Pakistani migrants, the risk of neonatal mortality was slightly higher for boys than girls but sex differences were not statistically significant as evidenced by overlapping 95 % CIs. Interestingly, the high neonatal mortality risk observed for non-Spanish Caribbean migrants relative to the Canadian-born population was driven entirely by excess death among male infants (HR = 2.01; 95 % CI = 1.42, Finally, the Québec subanalysis revealed that group differences in maternal education are insufficient to explain excess neonatal mortality among Haitian migrants (Table 5) . For all models, maternal education had the expected effect on neonatal and postneonatal mortality: lower levels of maternal education were associated with higher mortality risk. However, adjustment for maternal education did not attenuate the HRs for Haitian women. The adjusted risk of neonatal death remained twice as high for the offspring of Haitian immigrants as that of Canadian-born women (HR = 2.13; 95 % CI = 1.76, 2.57), with similar effects for girls (HR = 2.37; 95 % CI = 1.80, 3.13) and boys (HR = 1.95; 95 % CI = 1.49, 2.53). Notably, adjusting for maternal education diminished all of the differences in postneonatal mortality risk between Haitian-origin and Canadian-born women (HR = 1.26, 95 % CI: 0.90, 1.76 in Table 5 versus HR = 1.41, 95 % CI = 1.02, 1.97 in Table 4 ). The findings indicate that group differences in maternal education, while important, may not fully account for maternal birthplace differences in infant death particularly in the early stages of infancy. 
Multivariate results
Discussion
This study showed that neonatal and postneonatal mortality rates were much lower for immigrants than the Canadian-born population. But there were also important variations, especially in the neonatal period, among immigrant subgroups. In particular, the offspring of SubSaharan African, Haitian, non-Spanish Caribbean, and Pakistani migrants had higher risks of neonatal death than comparable children of Canadian-born women, even after taking into account confounding factors. However, in the postneonatal period there were fewer disparities in infant death, with excess mortality Bold indicates HRs for which 95 % CIs do not overlap 1.00. Sex-stratified models adjusted for birth cohort, maternal age, marital status, parity, and providence of residence. Non-stratified model also adjusted for infant sex along with other covariates in the sex-stratified models observed only among the offspring of Pakistani and Haitian migrants. Sex-stratified analyses revealed little effect modification by infant sex, suggesting that purported son preferences within certain immigrant populations in Canada [42] may not necessarily result in higher postnatal death for girls. Overall, the findings indicate that inequalities in infant mortality are more concentrated in the neonatal period. Contingent on surviving the first 27 days after birth, the infants of most immigrants have the same chances of survival as the infants of Canadian-born women. The inequalities observed in neonatal mortality may reflect group variation in problems during pregnancy and childbirth. Pregnancy complications such as pre-eclampsia and gestational diabetes increase the chances of preterm labor and prematurity is highly correlated with infant morbidity and mortality [43] . For example, research from Norway showed that the prevalence of pre-eclampsia was lower for Pakistani migrants than Norwegian women. Yet, among women with pre-eclampsia, the preterm birth rate for Pakistani migrants was 42 % higher than that observed for Norwegian women [44] . Unfortunately, comparable population-level estimates of pre-eclampsia rates for Pakistani and other migrant groups are not available in Canada because information about pregnancy and parturition is not available in the birth record data. Thus, it is not possible to discern whether the elevated risk of neonatal mortality among Sub-Saharan African, Haitian, non-Spanish Caribbean, and Pakistani migrants in Canada are the result of a greater distribution of pregnancy and childbirth complications. Prior research in Canada has documented high rates of preterm birth for Haitian migrants, suggesting that possible complications during pregnancy and parturition may be relevant [45] . However, less is known about preterm birth among Pakistani and Sub-Saharan African migrants. Information on gestational age is available on the birth records, thus permitting adjustment for preterm delivery in the linked data. But considering that there may be unobserved factors affecting both preterm birth and infant mortality [46] , it is not clear whether adjustment for gestational age would help to further explicate the group disparities in neonatal death or obscure them.
Environmental factors are a major determinant of death in the postneonatal period [47] . For instance, nonbiological conditions such as infant sleep position affect the likelihood of sudden infant death syndrome (SIDS), a leading cause of postneonatal death [48] . In Canada, SIDS consistently ranked among the top five leading causes of infant death between 2004 and 2008 [49] . Research on temporal trends in SIDS [50] and SIDS risk by neighborhood socioeconomic conditions [2] has been examined in Canada. But to date, research has not investigated the prevalence of SIDS among specific immigrant subgroups. Future investigation into cause-specific infant mortality by maternal birthplace may shed light on the role of environmental factors in Pakistani and Haitian migrants' excess postneonatal mortality risk.
Limited access to postpartum care may also contribute to the higher mortality among some of the immigrant subgroups. A longitudinal study of migrant women who delivered in Montreal and Toronto revealed higher rates of postpartum health concerns and unmet health care needs for the infants of immigrant women than comparable infants of Canadian-born women [51] . Barriers related to language or immigrant class (e.g., refugee status) may limit migrants' ability to access postpartum care for their infants. Further research is needed in order to better understand challenges to adequate postpartum care and its relation to infant mortality, if any, among migrants in Canada.
The overall findings in this study are consistent with the healthy immigrant effect literature on adult mortality in Canada. As a group, adult immigrants in Canada not only have lower mortality than their Canadian-born counterparts [10] but this study demonstrates that they are also able to pass on their survival advantage to their Canadian-born offspring. However, unlike the research on adults where the survival advantage is nearly universal for all migrants irrespective of country/region of origin, there is greater heterogeneity in infant mortality by maternal birthplace. The observed nativity differentials in infant mortality mirror those found in the US [8, 9] , where the US-born offspring of immigrants also enjoy a survival advantage. But this foreign-born health advantage is largely absent in Europe where infant mortality rates are typically higher among migrants than the native-born population [52] [53] [54] [55] . Future research should explore the role of positive health selection to better understand the maternal birthplace differences in neonatal mortality observed in Canada as well as the cross-national variation in migrants' infant survival advantage noted here.
This study is not without limitations. First, not all infant deaths over the study period were linked to live birth records. Omission of Ontario data, the province with the most problematic record linkage [17] , significantly reduces the proportion of unlinked deaths in the analytical sample. Nonetheless, potential bias stemming from misclassification of births as right-censored remains. It is not possible to determine the magnitude or the direction of the bias because information about the exact number of unlinked deaths per birth cohort and whether the unlinked deaths were to Canadian-born or immigrant women is unknown. Second, it was not possible to identify multiple births to the same woman over the study period. This may have resulted in underestimation of standard errors. It was also not possible to examine the associations between infant mortality and maternal behaviors (e.g., use of prenatal care, alcohol consumption, cigarette smoking, etc.) during pregnancy due to lack of information on the birth certificate. Group differences in maternal behavior during pregnancy may have accounted for some of the variation in infant mortality observed between immigrant subgroups and Canadian-born women. Another important determinant of infant mortality is economic resources (e.g., income) [56] . However, the data did not contain a direct measure of maternal or household income thus limiting the explanatory power of the present analysis to fully account for group differences in neonatal and postneonatal mortality. It was also not possible to examine whether and how immigrants' duration of residence in Canada affected their chances of infant mortality due to the lack of migration-specific variables on the birth and death records. Research indicates that migrants lose their health advantage the longer they remain in the receiving country [10] , and some of the subgroup variation observed in this study may reflect group differences in duration of residence. Finally, the omission of Ontario data limits the generalizability of the findings to all immigrant and nonimmigrant populations in Canada. Additionally, it was not possible to access more recent data and changes in the composition of immigrants over time may render the findings less applicable to more recent immigrant cohorts.
Conclusions
The study provided an analysis of nativity status and maternal country/region of origin differentials in neonatal and postneonatal mortality in Canada. Both neonatal and postneonatal mortality was substantially lower among the offspring of immigrant than Canadian-born women. Exceptionally, migrants from Haiti and Pakistan deviate from this general pattern, with higher mortality rates than the Canadian-born population throughout infancy. Subgroup differences aside, the study also showed that most of migrants' survival advantages as well as disadvantages are concentrated in the neonatal period. Maternal birthplace differences in infant mortality may reflect underlying group differences in biological endowments, human capital, and pre-and post-migration experiences that impact on maternal and infant health [57] . Further population-based and observational research on the perinatal health of Haitian and Pakistani migrants is needed to better understand the biomedical, behavioral, socioeconomic, and health systems risks associated with infant mortality for these subgroups.
Endnotes
1 Reliable estimates of infant mortality rates for Aboriginal peoples in Canada are currently not available at the national level [4] . 2 The non-Spanish Caribbean includes countries that were formerly English, French, and Dutch colonies. These countries are typically distinguished from the two Spanish-speaking Caribbean countries, Cuba and the Dominican Republic, in part because of the different languages and cultures but also because of different histories of colonization in the former Spanish colonies [58, 60] . 3 In Québec, the Collège d'enseignement général et professionnel (or CEGEP) is a network of colleges that provide pre-university and technical programs to high school graduates. Pre-university programs are shorter in duration (2 years) and are meant to prepare students for matriculation into universities. Technical programs (lasting three years) train students for employment but students who take this stream can also matriculate into bachelor programs at universities [61] .
Appendix: Mother's country/region of origin classification
The 2013 United Nations world region classification [27] was used as a basis for grouping foreign-born mothers into distinct origin countries/regions. Within these broad world regions, countries were also categorized according to similarities in origin cultures. The Spanish-speaking Caribbean countries (Cuba and the Dominican Republic) were grouped into the Latin America category along with Mexico and other Central and South American countries. Guyana and Suriname, despite being geographically located in South America, were grouped into the nonSpanish Caribbean category because these two countries are culturally part of the Anglophone Caribbean [58] . South Asia was separated from the rest of Asia because of the large flows of South Asian migrants in Canada [59] . Additionally, Afghanistan and Iran are considered part of the South Asia region under UN classifications but were grouped with West/Central Asia in the analysis in order to make the "South Asia" category consistent with Canada's visible minority definition [59] . Sub-Saharan African countries were separated from predominantly Arab North African countries (with the exception of Sudan which is included in the former category). Finally, Oceania and other remaining countries were grouped together as rest of the world.
Two countries -Haiti and Pakistan -were classified as stand-alone categories because preliminary analysis showed them to contribute high numbers of infant deaths within their respective regions. For instance, Haiti was separated from the rest of the non-Spanish Caribbean countries because immigrant women from Haiti have an especially high infant mortality rate that is significantly (p < 0.05) different from the rate observed for immigrants from other countries in this region. The IMRs for other countries (e.g., China, El Salvador, India, Lebanon, Mexico, Philippines, Vietnam, and the United Kingdom) were also examined in preliminary analysis to determine internal consistency with their respective regional categories. Results indicated that IMRs for these additional countries were consistent with the regional average. Finally, the US was classified into its own category
